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BULLETIN

of the CIVIL AVIATION MEDICAL ASSOCIATION

SPRING 1992
RICHARDS NOMINATED AS
NEXT FAA ADMINISTRATOR

POOLE EARNS 1991 TAMISIEA AWARD

General Thomas C. Richards,
U.S.A.F. (Ret.) has just been nominated to the position of Federal
Aviation Administrator. General
Richards retired from a distinguished career in the U.S. Air
Force, which included a tour as
the superintendent of the Air Force
Academy at Colorado Springs.
If he is confirmed by the Senate, Richards will be the latest in a
long line of military officers selected to serve as FAA administrator.
Most recently Major General
Jerry R. Curry, U.S. Army (Ret.),
was nominated for the FAA post,
but ran afoul of Washington politics and was forced to withdraw.
It is interesting to note that the
parade of uniforms through the
FAA administrator position suggests that no civilian administrator
is considered competent to manage
the civil aviation system. >>

CAMA Past President Robert S. Poole, M.D., has been awarded the
prestigious Tamisiea Award at the annual Aerospace Medical Association
meeting held in Miami in May 1992. The award, named for pioneer
aviation medical examiner Dr. John Tamisiea is presented annually for
significant contributions to the art and science of aviation medicine in the
general aviation field.

CAMA
Robert
Davis,
Millett,

members congratulate Tamisiea Award recipient
S. Poole, M.D., (LEFT TO RIGHT): Audie W.
M.D.; Jon L Jordan, M.D.; Poole; David P.
M.D.; and William E. Collins, Ph.D.

CAMA established the Tamisiea Award and supports it with an honorarium, although the selection of the honoree is made by the Aerospace
Medical Association. *}•

PLAN TO ATTEND CAMA'S 27TH ANNUAL MEETING
SEPTEMBER 16-20, 1992 IN OTTAWA, ONTARIO, CANADA
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Return the enclosed registration form to: JAMES L. HARRIS; CAMA HEADQUARTERS;
P O BOX 23864; OKLAHOMA CITY, OK 73123-3864; (405) 840-0199; FAX (405) 848-1053
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EDITORIAL:
LANGUAGE AND CLEAR THINKING
We all think with the words and the language available to us. When
we misunderstand the meaning of the words we use, our thoughts are
skewed or otherwise distorted. Probably nowhere is this problem so
rampant as with the bureaucracy. The federal jargon and malapropisms
leap from government publications, public statements and from the pages
and screens of the media. Consider the term "Guidelines."
Webster defines a guideline as "...a principle by which to make a
judgment... or determine a course a action." Our government does not
seem to view guidelines in that manner.
We shall all shortly be subject to "Advisory Guidelines" in the
prescribing of various scheduled drugs. There will be little if any choice
about the dosages to be used or the therapeutic indications. "Physician
Practice Guidelines" are just around the regulatory corner. We are about
to enter an era of "cookbook" medicine, an era in which the patients will
be the ultimate loser.
On the other hand, one of our high-level Department of Transportation
officials regularly uses the term "Mandatory Guidelines" in discussing the
DOT drug abatement program. Both terms — advisory guidelines and
mandatory guidelines — will actually mean the same thing to practicing
physicians. Besides being redundant, they are oxymoronic and a symbol
of muddy thinking. After all, a rule by any other name is still a regulation... >>

CAMA POTPOURRI: DEDESIGNATION IS
ALIVE & WELL
CAMA has learned that the FAA's plan to remove relatively inactive
AME's is still circulating in Washington. The idea, which was originally
thought to be the brainchild of former Federal Air Surgeon Colonel Robert
McMeekin, U. S, Army, has been resurrected.
Details are not firm, but the principle is clear. Aviation Medical
Examiners who don't do many examinations each year will lose their
designations as medical examiners, thus saving the cost required to carry
inactive examiners on FAA roles.
The number of examinations required to maintain examiner status is not
firm, but it will probably be approximately a dozen examinations each
year. Medical examiners who practice in remote areas will be exempt
from dedesignation to allow AME service for pilots who live in these
areas.
Best bet: look for implementation some time late in 1992. *$•
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THE PRESIDENT'S MESSAGE
Since our last newsletter, the Board of Trustees held two very
important meetings. The first was in Dallas in February this year.
Once more we were fortunate enough to have Mr. Joe Dinsmore of the
FAA as facilitator. The second meeting was at the Aerospace Medical
Association Annual Scientific Meeting in Miami in May.
The interest and dedication of the members attending these
meetings is ensuring that CAMA continues its upward path.
Miami is always a good venue for a meeting, and the ASMA one
was a great success. Presentations were stimulating. Some provided
healthy discussions. It was really great to renew friendships and
acquaintances.

Steven K A. Blizzard, S.Sc., M.D.,
D. Av. Med.

Jim Harris manned a CAMA table at the meeting with assistance from some members from time to time.
Some of our former members rejoined, and quite a few new members were recruited.
At a luncheon, courtesy of Dr. Duane Catterson of Kelsey-Seybold Clinic, our speaker was NASA astronaut
Dr. James Bagian, a physician, mechanical engineer, flight surgeon and
pilot. Dr. Bagian flew on the crew of STS-29 in March 1989 and STS40 Spacelab Life Sciences (SLS-1) in 1991.
•••••I
• ••in
• ill
Illli
III

I had the pleasure of presenting the John A. Tamisiea Award to Dr.
Robert S. Poole for his outstanding contribution to the art and science
of aviation medicine in the general aviation field. Dr. Poole is PastPresident of CAMA and still plays a very active part in the affairs of
our association.

Plans for CAMA's 27th annual scientific meeting in Ottawa,
September 16-20, 1992 are well in place. Dr. Duane Catterson is the
program chairman for the meeting. He is arranging an educational program of high calibre for which FAA
AME credits will be obtained. Please complete your meeting registration form enclosed in the newsletter today.
Return it to the CAMA office at the address listed on the BULLETIN masthead on page 2. We look forward
to seeing you in Ottawa.
Best wishes,

Stephen V. A. Blizzard, S.Sc., M.D., D. Av. Med.
President, Civil Aviation Medical Association

SEE YOU IN OTTAWA SEPT. 16-20, 1992 !!
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MEETING SCHEDULES
FAA MEDICAL
REVIEW OFFICER (MRO)
SEMINAR SCHEDULE 1992

President-Elect
Forrest M. Bird, M.D., PhD.
Secretary-Treasurer
Floyd F. McSpadden, M.D.

San Antonio, TX . . . . Aug. 21-22, 1992
For more information, contact:
JIMMY WHITLEY OR
SHARON HOLCOMB, AAM-400-MRO
FAA AEROMEDICAL EDUCATION
DIVISION
P O BOX 25082
OKLAHOMA CITY, OK 73125
(405) 680-4881

Executive Vice-President
James L. Harris, MEd.
Vice-President for Management
John H. Boyd, D.O.
Vice-President for Education
Robin E. Dodge, M.D.

MEETINGS OF INTEREST
TO CAMA MEMBERS

Vice-President for Communications
Robert F. Lash, M.D.
Vice-President for Representation
D. Owen Coons, M.D.
Vice-Presidents for Support
Graeme R. Cameron, M.D.
John D. Hastings, M.D.
Donald E. Johnson, M.D.
Edward Luchansky, M.D.
John Martin, M.D.
M. Young StokesJII, M.D.
Trustees
(1 Year Term - Expires 1992)
R. L. Bendixen, M.D.
Dale J. Ducommun, M.D.
David W. Gregg, M.D.
Criss Kidder, Jr., M.D.
Mark T. McDermott, Esq.
Albert Vander Waag, Jr. M.D.

ANNUAL CAMA
MEETING DATES
Ottawa, Ontario, Canada
Radisson Hotel . . Sept. 16-20, 1992
Oklahoma City, OK, USA
1993
Phoenix, AZ, USA
1994
San Antonio, TX, USA
1995
Berlin, Germany
1996
Tampa, FL, USA
1997
CAMA will publish more specific information when details are available.

FAA AVIATION
MEDICAL EXAMINER (AME)
SEMINAR SCHEDULES 1992

Trustees
(2 Year Term - Expires 1993)
Earl F. Beard, M.D.
Swithin Chandler, M.D.
D. Owen Coons, M.D.
Ernst J. Hollman, M.D.
Robert F. Lash, M.D.
Young Ho Lee, M.D.

Denver, CO
Charlotte, NC
Washington, DC
St. Paul, MN
Albuquerque, NM . . .
Seattle, WA
Kansas City, MO
Oklahoma City, OK ...
San Antonio, TX
(SMA)
Columbus, OH

July 9-12,
July 23-26,
Aug. 6-9,
Aug. 27-30,
Sept. 10-13,
Sept. 17-20,
Oct. 1-4,
Oct. 19-23,

1992
1992
1992
1992
1992
1992
1992
1992

Trustees
(3 Year Term - Expires 1994)
A. Duane Catterson, M.D.
Robin E. Dodge, M.D.
Randall Ferris, M.D.
David P. Millett, M.D.
James L. Tucker, M.D.
James M. Vanderploeg, M.D.
Marion C. Wagnon, M.D.

For more information, contact your
Regional Flight Surgeon or:
MR. DOUGLAS R. BURNETT, AAM-400
AEROMEDICAL EDUCATION DIVISION
P O BOX 25082
OKLAHOMA CITY, OK 73125
(405) 680-4831/6206

Nov. 11-14, 1992
Dec. 3-6, 1992

40th International Congress of Aviation
and Space Medicine
Takanawa Prince Hotel
Tokyo, Japan
Oct. 5-8, 1992
For information or to submit papers:
SPACE MEDICINE LABORATORY
THE JIKEI UNIVERSITY SCHOOL OF
MEDICINE
3-25-8 NISHI-SHIMBASffl, MINATO-KU
TOKYO 105 JAPAN
Ibero-American Congress of Aerospace
Medicine/9th Annual Meeting of
Aviation Medicine
Hotel Playa De Oro
Puerta Valarta, Talisco
Mexico
Oct. 11-15, 1992
For more information, contact:
LOUIS A. AMEZCUA G., M.D.
MEXICO CITY (52) 515-68-84
41st International Congress of Aviation and
Space Medicine . . Sept. 13-16, 1993>>-
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ROBERT LASH, M.D., REMEMBERED
CAMA member Robert F.
Lash, M.D. died April 29th of
cardiac arrest at the University of
Tennessee (UT) Medical Center
where he was the director of aeromedical services. Lash, who was
a nationally known expert in aviation and emergency medicine,
improved and saved thousands of
lives throughout his wide-ranging
and often adventurous career.
An Illinois native and graduate
of George Washington University
medical school, Dr. Lash served in
the U.S. Navy before beginning a
family practice in Knoxville in
1953. Lash served for many years
as Knox County medical examiner
and as a Federal Aviation Administration medical examiner. He
investigated more than 140 aircraft
accidents and delivered more than
200 lectures on medical aviation
and accident investigation.
Although aviation and emergency medicine were his greatest
loves, Lash left his mark in other
areas of medicine. He was nationally known expert in toxicology,
hypothermic injuries, snake bites
and scuba diving injuries. Lash
also established a poison control
center at the UT hospital with his
own funds; organized medical
coverage for UT's Neyland Stadium; and served as football physician at the Tennessee School for
the Deaf and South High School.
Dr. Robert Lash's greatest contribution to the Knoxville, Tennessee community where he lived for
40 years was the creation of the
University of Tennessee Medical
Center's LIFESTAR helicopter
ambulance program. Lash named
the program LIFESTAR, an acronym for Life, Shock and Trauma

Aeromedical Rescue and designed
an advanced cardiac life support
system for it, which he called "a
mini emergency room in the sky."
Lash was injured several times
during his emergency rescue work
and survived two helicopter crashes: once in 1982 when LIFESTAR
crashed on the UT campus on its
maiden flight and in 1954 when he
walked out of a wilderness area
with injuries carrying the more
seriously injured pilot.
Hundreds attended a May 02,
1992 memorial service at the LIFESTAR helipad. An employee
choir sang, as a helicopter's churning rotors echoed over the hills
surrounding the site. One observer
said, "Every time I hear a helicopter overhead, I'll think of Lash."
We at CAMA salute fellow
member Robert F. Lash, M.D. and
his life of tireless dedication to
saving lives through aviation and
emergency medicine. •>
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CAMA CALL FOR HELP
By Robin Dodge, M.D,,
V.P. for Education
Your colleagues need your
voice, your vision and your views.
With the many challenges now
facing our profession, it's time to
come together, not remain apart.
It's time to speak as one voice, not
fall silent. It's time to move forward, not retreat.
Take this opportunity to select
and recruit the physicians you
believe will best serve the goals of
the Civil Aviation Medical
Association.
Please use the
enclosed brochure to promote
CAMA. It discusses our goals and
includes an application form.
If you and other CAMA
members do not act promptly, you
may forfeit your position as the
voice that shapes aviation medicine. United with your colleagues
in the Civil Aviation Medical
Association, you can strengthen
and improve the aviation medical
examiner system for the good of
your pilots and your profession. >>
FAA SEEKS PHYSICIAN
FOR OCCUR MED BRANCH
The FAA's Office of Aviation
Medicine is recruiting physicians to
manage the newly-formed Occupational Medicine Branch. The GM-14
position qualifies for the Physicians'
Comparability Allowance and is not a
clinical position. The branch is located in Oklahoma City at the Civil
Aeromedical Institute. Send curriculum vitae to or contact:

Robert F. Lash, M.D., with the
aeromedical rescue helicopter
LIFESTAR.

William E. Davis, M.D.
Civil Aeromedical Institute, AAM-700
P. O. Box 25082
Oklahoma City, OK 73125
(405) 680-3711 +
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ALTITUDE TRAINING FOR CIVIL JET CREWMEMBERS
Few light general aviation
aircraft are being built in the
U.S.A. these days. The singleengine production lines at Cessna are closed except for one
turboprop freighter. Piper is also
closed.
Beech and Mooney
build only a handful of light
piston-engined airplanes — all
priced in the six figure bracket.
However, the business jet and
turboprop) segment of general
aviation is doing well, thank
you.
Citations, Gulfstreams,
Lears, Beeches and a host of
British, French, Brazilian, Dutch,
Swedish and Japanese business
aircraft can be seen in ever-increasing numbers on the nation's
airways. All these aircraft are
pressurized for comfort and permit travel above much of the
weather. Therein lies a problem.
The problem is the pilots
flying these marvelous machines.
In years past, many were flown
by former military pilots. But
the military pilot supply is drying up. The Army, Air Force,
Navy and Marines are training
fewer pilots every year as the
military budget is continuously
squeezed. Moreover, when they
do train a pilot, the military requires longer and longer service
commitments. As taxpayers, we
can only applaud these efforts to
obtain a substantial payback on
training which itself can run into
millions of dollars per pilot.
More and more of these business aircraft — and some commuter airliners as well — are
being flown by people who started at the local airpatch and

worked their way up. This also
means that few, if any, have had
the benefit of altitude training.
They do not understand the
problems of hypoxia, rapid decompression, time of useful
consciousness and the often
critical need for supplemental
oxygen.
Military pilots are
given initial and recurrent physiologic altitude training in hypobaric chambers. Civilian pilots
generally are not.
What can AME's who exam-

The requirements are simple
too, The pilot need only hold a
current Class in medical certificate or higher. There is a small
fee - $20.00 - to cover the
military's costs, but this is less
than the cost of a few minutes
flight time in most business
aircraft. Training is scheduled
on a regular basis, although
some military facilities prefer to
wait until they have enough
civilian pilots to schedule an allcivilian class.

ine civilian-trained pilots do to
encourage altitude indoctrination? Simple. Tell pilots about
altitude training and help make
scheduling arrangements.
Where? The FAA has made
arrangements with the Air Force
and the Navy to provide daylong altitude chamber training
experiences for civilian pilots
who want to participate. This
training is given at chambers
operated at major military
airbases and air stations at various locations in the United
States.

In addition, the FAA provides
altitude training at the Civil
Aeromedical
Institute in
Oklahoma City. For those who
can travel to OKC, there is an
additional advantage. The price
is right... free! Contact the FAA
Aeromedical Education Division
in Oklahoma City at (405) 6804837. Tell the staff that an
airman would like an altitude
indoctrination.
It's a service
your pilots will appreciate. And
indoctrination training will keep
them coming back...in more
ways than one! 4-
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MIAMI LUNCHEON FEATURES ASTRONAUT BAGIAN

ZEEGLER RETIRES

During the Aerospace Medical Association's 63rd Annual Scientific Meeting
in Miami, over 100 CAMA members and guests enjoyed a business luncheon
meeting on May 11, 1992 featuring a CAMA organization update and a
fascinating keynote speaker.

Anthony "Tony Ziegler" may have
retired from the FAA on February 28,
1992, but this CAMA and Flying
Physician's Association member is
planning to stay active in aviation
medicine.
As regional flight surgeon, Ziegler
participated in pilot education programs in the FAA's Southwest Region. He represented the Federal Air
Surgeon at the International Congress
of Space and Aviation Medicine in
Mexico.
He has also completed
teaching assignments in Brazil, Venezuela and England.
Ziegler says 2,000 hours flight
time account for his great enthusiasm
for flying and aviation safety and says
he may try writing as he enters this
new phase of his aviation career.
Tony, CAMA wishes you the best! >>•

Dr. Steve Blizzard addresses the luncheon audience as Reverend Bob Long
and speaker James Bagian, M.D., listen intently.

CAMA President Steven Blizzard, M.D., and Executive Vice-President James
Harris, ME.d., reviewed the resurging interest in CAMA and outstanding growth
of active membership achieved since CAMA reviewed its purpose and goals and
began to improve membership communications late in 1991.
Attendees also heard physician and astronaut, Jim
Bagian, M.D., review his experiences as a crew member
in a NASA shuttle flight dedicated to biomedical inflight
data gathering to qualify astronauts for long term space
flight missions. He illustrated the presentation with
video clips showing the astronauts conducting medical
studies aboard the shuttle in orbit. Dr. Bagian struck the
ideal balance between the presentation of scientific
information and his emotions of wonderment at particiJim Bagian, M.D.
pating in space flight. •>

(LEFT to RIGHT): James Tucker, M.D.; Robert Wick, M.D.; David Millett,
M.D.; Jack Hastings, M.D.; and Duane Catterson, M.D.

ALCOHOL RULES DELAYED
The long-awaited random alcohol
testing rules for flight crewmembers
have yet to be released as the
BULLETIN goes to press. As a
result, no one outside of the DOT
knows just what they will require or
how the whole process will be administered.
Although due out in January of
this year, the six month (or more)
delay has been attributed to the inability of the professional staff to decide
how to carry out the congressional
mandate, the inability of staff lawyers
to agree on the defensibility of the
proposed procedures and an administration hold on all new regulations.
More controversial than the drug
abatement rules, alcohol testing regulations will also be harder to manage.
The congressional deadline for beginning the implementation is set for
October 1992. As a result of this
administrative delay, there will be
little time for public comment. •}•
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A SYNOPSIS OF COLOR VISION
by Robert L. Wick, Jr., M.D., and James L. Tucker, Jr., M.D.
When all candles be out, all cats be grey. "
Reasonable
color vision
is one of the
requirements for flying. Yet, it is
a visual function misunderstood by
many physicians and even by
some aviation medical examiners.
Let's review color vision briefly
and then discuss both the testing
and the application of color vision
to aviation.
We'll start with the functional
part of the retina, the surface layer
of which consists primarily of rod
or cone-shaped cells. These convert light energy to the electrical
impulses which the brain ultimately interprets as "sight." The rods
and cones are not distributed evenly. That portion of the retina at
the optic axis, the macula lutea.
consists primarily of cones. The
remainder of the retina consists
primarily of rods. Cones become
more sparse as the distance increases from the optic axis.
The anatomical distribution of
the rods and cones explains some
of the characteristics of vision.
Cones process color. Rods interpret light energy only in terms of
black and white. Because there is
a dense concentration of cones in
the macula, we see sharply and in
color by looking directly at an
object.
The further an object lies from
the optic axis, the fewer the cones
activated by light waves coming
from that object, causing color to
be poorly perceived. For example,
at the center of the optic axis, the
cone density is approximately 136
per square millimeter. Five
degrees off the optic axis, the cone

density has dropped to 19 per
square millimeter. At 10 degrees,
the density is down to 9 per square
millimeter — something in the
neighborhood of six percent of the
density at the axis center.

Robert L. Wick, Jr., M.D.

James L, Tucker, Jr.,
M.D.
At only 20 degrees off the axis,
the cone density is approximately
5% of the density at the axis.
Since the cones provide sharp vision, as well as color perception,
visual acuity drops rapidly as the
light from a given object falls farther from the macula.
Rod distribution is somewhat
different. At the very center of
the optic axis, there are no rods;
but the concentration increases
rapidly until it reaches a maximum

about 20 degrees off the axis.
Then the concentration begins to
drop. At 90 degrees, the rod concentration is about 1/3 of the maximum reached at 20 degrees.
Rod and cone vision can be
compared with film. Black and
white film can be very fast (which
means it requires relatively little
light to affect the film and produce
the chemical changes which form
images). On the other hand, color
film requires much more light
energy. One can take black and
white pictures under conditions so
dark that color film would be useless.
Rods, like black and white
film, require relatively little light
energy to activate. They will fire
off a nerve impulse to the brain
with minimal illumination. Cones
require far more light energy before they will be stimulated to
send their impulse.
This is easily demonstrated
outside at night. If one looks
directly toward a dim star, or
perhaps the anticollision strobe
light of a distant airplane, it may
not be visible. However, if one
looks to one side or the other
approximately 20 degrees, the light
is often easy to spot. The explanation is simple. There is not
enough light energy to stimulate a
retinal cone cell when looking
directly at the object. When looking slightly off center, there is
more than enough to stimulate a
rod.
Knowledge of rod and cone
function leads to an explanation of
a term commonly, but incorrectly
Continued on page 9
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" SYNOPSIS OF COLOR VISION"
from page 8
used — color blindness. An individual who is truly color blind
does not have cone cells in his or
her retina, which is an extremely
rare congenital condition.
Some medical schools
have such
an individual on call for students
to see, although AME's will not
see these people as pilot applicants.
The absence of cones
means that such an individual sees
only with rods.
Moreover, because rod vision
is not clear and sharp, the best vision that most of these people
possess is approximately 6/60
(20/200). In other words, they are
legally blind. Problems with a
lack of color vision are among the
least of their difficulties.
Since truly color blind individuals are not candidates for medical
certificates, we are left with those
who have a color vision weakness.
Such color deficits appear to be a
matter of degree. In addition, the
gene for color weakness is sexlinked, causing the problem to be
much more common among males
than females. (The trait is passed
through the maternal side of the
family to the males, although most
females with the trait will have
normal color vision.)
The underlying explanation of
how color vision functions is beyond the scope of this discussion.
It is germane to understand how
color vision tests are developed
however.
Most of us are familiar with
color vision testing plates which

consist of primary color dot patterns imposed against a background of similar dots in a confusion of colors. People who can
correctly identify the basic patterns
or characters are considered to
have "normal" color vision. A
number of such plates with increasing difficulty will differentiate
between those with "normal" color
and vision and those with progressively larger degrees of color
weakness.

Because color weakness is a
matter of degree, it should be
possible to develop a set of plates
which would fail any desired fraction of the tested population if we
so wish. Most tests are designed
to fail about 8% of American
males and 0.4% of American
females. These target failure rates
have been developed by studying
large populations and applying
statistical measures to the results.
Newly designed plates are
validated by the same technique.
Since the goal is to identify about
8% of males as color weak, new
plates are taken to large public
gatherings, such as the Wisconsin

State Fair, and shown to thousands
of attendees at random. If 8% fail,
the test is probably satisfactory. If
either more or less make errors in
reading the new plates, it's "back
to the drawing board."
By far the largest group of
color weak individuals are those
with a red or green deficiency. A
much smaller group has a blue
weakness. Only a fraction of
those with a red or green deficiency have it to a degree that they are
hampered. The same thing applies
to those with the much rarer blue
weakness. Very few individuals
are unable to recognize strong
shades of blue. (Don't confuse a
lack of taste with a color vision
problem. There are those with
normal color vision who like purple suits, orange shirts and bright
violet ties!)
The ordinary task of driving a
car might seems to be a problem
for someone with a significant
color weakness — particularly with
a red or green deficit. Traffic
designers have already anticipated
and largely solved that problem.
The red of a "red" light is not a
pure red. It contains a good deal
of yellow.
There is
also a good
deal of blue
included in the "green" light.
Thus, someone with a red or green
weakness will recognize either the
yellow in what he calls "red" or
the blue in what he calls "green."
Anyone with the rare blue weakness will recognize the red and the
green as do those with normal
Continued on page 10
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"A SYNOPSIS OF COLOR VISION"
from page 9
color vision. Those with a severe
weakness have not been forgotten.
Convention now dictates that the
red light be at the top or left of a
set of traffic lights. The green
light is on the bottom or on the
right.
Unfortunately, aviation regulations have not been written as
wisely. International specifications
for aviation signals red and green
utilize a very pure red and a very
pure green. There is no yellow or
blue in either. Therefore, pilots
with anything more than a mild
red or green weakness may have
real trouble when flying. For
example, someone with a moderate
or severe green weakness may not
be able to tell the difference between the green light on the right
wingtip and the white light on the
tail of another aircraft. Obviously,
this is a potential hazard. Similarly, a light plane pilot, who suffers
a radio failure may confuse the
light gun signals from a control
tower — again a potential hazard.
Fortunately, a would-be pilot
with a color weakness, no matter
how severe, can be permitted to
fly. In the worst case, he or she
will be restricted to daytime flying
only. The issue of confusing
aircraft navigation lights at night
need never come up.
The pilot
may be restricted
from flying by light gun traffic
control. This last restriction is
almost meaningless, since light
gun control is seldom used. It certainly is not a primary control
means as it was before the devel-

opment of aircraft radios.
(Note: Any pilot who fails a
color vision test in the AME's
office should be given an opportunity to pass a practical test.
Even though
he or she
may have a
moderate or greater degree of
color weakness, he will be issued
a "Statement of Demonstrated
Ability" if he can identify aviation
signals red, green and white.
Thus, the pilot can demonstrate his
ability to meet requirements, even
though he is unable to pass an
office color vision test. Thereafter, he will be able to fly without
restrictions. Such a practical test,
given by FAA safety inspectors at
no cost to the applicant, can be
arranged by most airports with a
control tower. Savvy AME's will
contact either their regional flight
surgeon or the Oklahoma City
aviation medicine staff to assist
applicants in obtaining such a
test).
There is an interesting historical perspective here as well. The
first aeromedical standards were
promulgated in the 1920's. A
number of physicians were called
together to arrive at a consensus of
what these standards should be.
Unfortunately, few were pilots.
They opined, however, that
normal color vision was essential
so that a pilot could better pick out
a field in which to land when his
engine failed! (In those days, it
was not a matter of whether an
engine would fail. It was simply
a matter of when the next failure
would be.) One of the authors of

this

article, (RLW), has normal
color vision, but was raised in the
city. He can't tell a bean field
from hay when he's standing in
the middle of it!
Modern aviation is characterized by extremely reliable engines.
Traffic control is by radio, rather
than by the light gun signals of the
'20's and '30's. Obviously, the
original rationales for normal color
vision have since long faded into
obsolescence. On the other hand,
modern radar displays are now in
color. The so-called "glass cockpits" in new jet aircraft make
extensive use of color in the navigational and engine instrument
displays. Perhaps we have come
full circle to the point where color
vision is again important for operational flying. However, the needed research to confirm or refute
this point has yet to be performed.
Color vision
testing in
many AME
offices is not yet performed as
well as it could be. The FAA
should be notified that 8% of male
pilots applicants have some degree
of color weakness. In fact, approximately 2% — a quarter of
those expected — are reported to
the FAA as color weak. (In addition, there were more than 1,500
examination reports which arrived
in Oklahoma City in 1990 with a
completely blank space where the
color vision test results should
have been noted).
What's causing this underreporting of color vision problems?
Two common problems involve
Continued on page 11
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"A SYNOPSIS OF COLOR VISION" from page 10
improper illumination and aged
plates.Color plates are sensitive to
the light in which they are viewed.
They are designed to be seen
under daylight conditions similar
to the "north light" favored by
artists.
Direct sunlight is not
satisfactory.
Of course,
light which
is too dim is
equally bad. Few of us have
"north light" in our examination
rooms, and even if we did, rainy
days or evening office hours
would cancel any available "north
light."
We all use some sort of artificial lights in our offices. Ordinary
incandescent light contains excess
red; thus, color plates become
distorted when illuminated by
common light bulbs. Standard
fluorescent tubes are also unsatisfactory, since their light lacks an
adequate amount of red. "Daylight" fluorescent tubes are usually
satisfactory.
If incandescent bulbs must be
used, they should be equipped
with the proper blue filter in a
color vision easel, or they must be
special "blue" bulbs. The problem
is that such easels are almost impossible to purchase these days.
The blue bulbs are also hard to
find. The simplest solution, therefore, is to be sure that vision test
rooms are properly lighted with
"daylight" fluorescent tubes.
Another common problem is
color plate aging. Inks tend to
fade over a period of time. Plates
in use for years will not appear as
bright and sharp as they did when
they were new. One of the best

ways to recheck them is to have
them read by someone known to
have normal color vision. If he, or
more probably she, begins to have
trouble reading all the plates correctly, it's time to replace them.
The FAA will accept color
vision tests performed with many
of the vision testing machines.
While these my be satisfactory for
a "quick and dirty" screen, they
are not capable of diagnostic color
vision testing. In addition, they
are subject to aging just as are
standard color plates. A separate
set of diagnostic plates, such as
the FAA-approved American Optical, Ishihara, or Dvorine sets, is
not expensive and will result in
more accurate and definitive color
vision testing. Such careful testing
may contribute to aviation safety
in the modern color environment.
To paraphrase the words of famous move star Humphrey Bogart
whose films were mostly of the
black and white era, "Here
looking' at ya.... (in color)!" +
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MEMBERSHIP
REPORT: A CALL TO
ACTION
by James L. Harris, ME.d.
As indicated by our president,
Dr. Stephen Blizzard, our goal is
to increase CAMA membership by
500 this year. CAMA's present
membership of S8"7 represents 39
countries.
The restructuring of CAMA
which took place late last year has
given CAMA the necessary impetus for growth and development.
I Joseph
Dinsmore of
the FAA's
Office of
Aviation
Medicine
facilitated
the Dallas
retreat on
Facilitator Joseph
03/06-07/92
Dinsmore
which allowed the
Board of Officers and Directors to
formulate exciting CAMA plans.

Board members at work (LEFT TO RIGHT): Robin Dodge, M.D.;
Floyd McSpadden, M.D.; Owen Coons, M.D.; Duane Catterson,
M.D.; James Tucker, M.D.; James Harris, ME.d.; David Millett,
M.D.; Robert Wick, Jr., M.D.; John Hastings, M.D.; Stephen Blizzard, M.D. and Earl Beard, M.D.
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WELCOME NEW CAMA MEMBERS
STELLA N. AGBAKWU, MD
P O BOX 7427
IKEJA-LAGOS, NIGERIA

HARRY R. GREENETZ, DO
1300 BLACK HORSE PIKE
GLENDORA NJ 08029-1308

GORDON W. STEENSON, MD
STEENSON DR
AJHERN ROCOEO

JAMES R. ALMAND, MD
200 N CARRIER PARKWAY
GRAND PRAIRIE TX 75050

ROBERT C. GREER IV, DO FACGP
624 US #1
LAKE PARK FL 33403

SHEPARD B. STONE, MPS, PA
712 ROBERT FROST DR
BRANFORD CT 06405

LOUIS A. AMEZCUA, G. MD
AVE PROGRESO 186-101
MEXICO, DP 11800

HARRIS HINCKLEY, MD
500 OCEAN HOUSE RD
CAPE ELIZABETH ME 04107

FELICE SUSSMAN, MD
1850 SAND HILL RD #2
PALO ALTO CA 54304

CLYDE E. BANTZ, MD
859 E VISTA WAY
VISTA CA 92084

STEIN ERLINC KRAVIK, MD
JOHAN EVIES V #15
0667 OSLO NORWAY

If you know someone interested in
CAMA membership, contact:

WESLEY W. BARE, MD
116 W CHURCH ST
BLACK WOOD, NJ 08012

INHO KWAK, MD
HAN SHIN #134
ICHON-DONC
YONGSAN-KU,
SEOUL, KOREA

DONALD G. BRANSON, MD
2137 LAKESIDE DR
LYNCHBURG VA 25601
MAX C. BUTLER, MD
9000 WESTHEIMER #66
HOUSTON TX 77063-3611
JAMES K. CLARY, DO
2200 SPRINGPORT RD
JACKSON MI 49202

WILLIS E. MEASE, MD
209 S CHURCH ST
RICHLAND NC 28574
I. C. MINKIN, MD
3445 MACON RD, P O BOX 22625
MEMPHIS TN 38122

HART CORNE, MD
32-6645 ROBLIN BLVD
WINNIPEG MB R3R354

D. L. MULDER, MD
21 MAIN ST
P O BOX 219
GRAND VALLEY, ONT, 2ON1GO
CANADA

DIN-ON SUN, DO
5806 L K UNDERBILL RD
ORLANDO FL 32807

DONALD R. PATTERSON, MD
2700 MCCLELLAND #309
JOPLIN MO 64804

DEBORAH L. DYKEMA, DO
4025 W BELL #2
PHOENIX AZ 85023

JOHN H. RUMMEL, MD
1022 WILLOW CREEK RD
PRESCOTT AZ 86301

RICHARD T. GARRISON, MD
328 SCHENCK AVE
DAYTON OH 45409

KAZ UHITO SHIMADA, MD
KENRITSUCHUO HOSPITAL
TOMOBE, IBARAKI 309-17

ARNELL GORAN, MD
BLABARSSTIGEN 17
5-94141 PITEA, SWEDEN

AJINDER SINGH, MD
DALMA CENTRE
HAMDAN ST, P O BOX 47200
ABU DHABI, UAE

M. YOUNG STOKES, III, M.D.,
CAMA MEMBERSHIP CHAIRMAN
1202 N HIGHWAY #75A
DENNISON, TX 75020
(903) 465-6707
Or contact Jim Harris at the CAMA
Headquarters address listed on page 2
of the BULLETIN. *

BENDIXEN RETIRES
FROM AIR GUARD
CAMA board member Remain L,
"Ben" Bendixen, M.D., has recently
retired from the Iowa Air National
Guard with the rank of BrigadierGeneral.
Bendixen is one of those rare
physicians who is rated as both a
military aviator and a qualified flight
surgeon.
He has been
recognized as the
first physician to
arrive at the UAL
DC-10 crash in
Sioux City, Iowa.
Bendixen
demonstrates Ids
enthusiasm
for General Ben
aviation by flying Bendixen,
his own aircraft on M.D.
regular trips
throughout North America.

